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A comparison of the standard bolia technique versus
subintimal recanalization plus Viabahn stent graft in
the management of femoro-popliteal occlusionsThe American Medical Association/Specialty Society
Relative Value Scale Update Committee (otherwise known as
the RUC) reviews Current Procedural Terminology (CPT)
descriptions on a routine basis with several screening tools to
ensure physician reporting is accurate and CPT codes are
appropriately reimbursed. Atherectomy was identified by the
RUC Five-Year Review IdentificationWorkgroup as a rapidly
growing service and referred to the specialty societies for
assessment. Medicare claims data for 2002 include 449 sub-
missions for CPT code 35495 (Transluminal peripheral
atherectomy, percutaneous; tibioperoneal trunk and branches).
In 2004, this increased to 2,811 and subsequently to 12,380
in 2006. Similarly, CPT code 35493 (Transluminal periph-
eral atherectomy, percutaneous; femoral-popliteal) was in-
cluded in 817 claims on Medicare beneficiaries for 2002,
7,065 in 2004, and 24,763 in 2006. The Society for Vascular
Surgery (SVS), Society for Cardiovascular Angiography and
Interventions (SCAI), American College of Cardiology
(ACC), Society of Interventional Radiology (SIR), andAmer-
ican College of Radiology (ACR) provided representatives
who met with CPT Editorial Panel members and medical
directors for the Centers for Medicare & Medicaid Services
(CMS). After much deliberation and discussion, lower ex-
tremity endovascular intervention as a whole was addressed in
one CPT change proposal. The remaining supra-inguinal
atherectomy services were grouped into a separate Category III
CPT code application. This was approved at the February 2009
CPTmeeting and valued at theApril 2009RUCmeeting.CMS
will publish the final 2011Medicare Physician Fee Schedule rule
in early November with the actual Relative Value Unit (RVU)
content effective for use on January 1, 2011.
Traditional component coding utilizes separate identifiers
for catheterization, imaging, endovascular intervention, and
the radiology supervision & interpretation (S&I) for the pro-
cedure. The new bundled CPT codes are based on anatomic
location and type of vessel treatment with progressive hierar-
chies that describe more intensive endovascular services that
are inclusive of lesser therapies. There are no longer separate
coding schemes for an open approach compared to percuta-
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That means femoral artery exposure to facilitate access and
subsequent direct arterial repair after deployment of a stent is
bundled. The new introductory wording states “these lower
extremity endovascular revascularization codes all include the
work of accessing and selectively catheterizing the vessel, travers-
ing the lesion, radiological supervision and interpretation di-
rectly related to the intervention(s) performed, embolic protec-
tion if used, closure of the arteriotomy by any method, and
imaging performed to document completion of the intervention
in addition to the intervention(s) performed.” In essence, all
parts necessary after diagnostic angiography required to com-
plete the procedure have been included in a single code.
Diagnostic angiography has not been included or valued into
the CPT code change proposals. The radiology coding for
aortography (CPT code 75625) and lower extremity angiog-
raphy (CPT codes 75710 and 75716) are still reportable but
require use of the -59modifier when submitted at the time of
lower extremity arterial intervention provided three other
provisions exist: 1) No prior catheter-based angiographic
study is available, 2) A full diagnostic study is performed, and
3) The decision to intervene is based on this study. This also
assumes that the medical record justifies the above stipula-
tions.
The patient’s lower extremity arterial tree has been
divided into three specific territories: iliac, femoropopliteal,
and tibial/peroneal. These all refer to the ipsilateral leg.
“Iliac” incorporates intervention on the common, external,
or internal iliac arteries. “Femoropopliteal” comprises
treatment of the common, superficial, and deep femoral
arteries as well as the popliteal artery both above and below
the knee. “Tibial/peroneal” accounts for the posterior
tibial, anterior tibial, and peroneal arteries. The common
tibioperoneal trunk, for coding purposes, is included as an
extension of either the posterior tibial or peroneal artery for
intervention and is not considered a separate vessel.
The four intervention groups are listed as: 1) percuta-
neous transluminal angioplasty (PTA), 2) intravascular
stent placement with or without PTA, 3) atherectomy with
or without PTA, and 4) both intravascular stent placement
and atherectomy with or without PTA. The most compre-
hensive treatment is reported for each territory. Primary
stent placement is coded identical to pre-dilatation fol-
lowed by deployment of a stent which is also reported
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vage. This eliminates the “intent rule” for PTA services in
the lower extremity. Covered stents are considered identi-
cal to bare metal implants from a coding perspective in
these locations when treating atherosclerotic arterial occlu-
sive disease. Despite bundling, mechanical thrombectomy
and thrombolysis are still reimbursed using component
coding guidelines in addition to the endovascular interven-
tion where clinically appropriate.
Prior to 2011, angioplasty of the common femoral,
superficial femoral, and deep femoral arteries in the same
setting was reported using at least three separate surgical
codes and three radiology S&I submissions. With the new
scheme, intervention upon the femoropopliteal territory
results in only one CPT code submission to the insurance
carrier. Therefore, treatment of one vessel such as the
superficial femoral artery (SFA) is identical from a coding
perspective to a case where simultaneous intervention on
the deep femoral, common femoral, superficial femoral,
and popliteal arteries are all performed. The “highest” level
of treatment in this vascular bed is most appropriate to bill.
That is, PTA of one part of the SFA and stenting within
another area of the SFA should be reported using the
“stent” code and not the “PTA” code. “Stent” placement
is a more comprehensive procedure, includes use of an
angioplasty balloon as needed, and has a higher RVU
content in both the facility and non-facility.
Unlike the femoropopliteal region which bundles all ves-
sel therapy into a single description, the other two territories
have a base code as well as an add-on code option. Endovas-
cular intervention within the iliac and the tibial/peroneal
locations requires use of a base code for the initial vessel. If an
additional ipsilateral artery (as defined above) is treated within
that same territory, the add-on code is submitted in addit-
ion to the base CPT code. Since there are a total of three
vessels in each of these two locations for a given extremity, the
add-on code in a given territory can be reported a maximum
Table I. Lower extremity arterial endovascular revasculari
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Iliac 37220
Additional ipsilateral iliac 37222
Femoropopliteal 37224
Tibial/peroneal 37228
Additional ipsilateral tibial/peroneal 37232
Table II. Supra-inguinal atherectomy Category III
coding
Renal artery 0234T
Visceral artery (except renal), each vessel 0235T
Abdominal aorta 0236T
Brachiocephalic trunk and branches, each vessel 0237T
Iliac artery, each vessel 0238Tof twice: once when two vessels in total are treated or twicewhen three vessels are addressed. In the latter scenario, the
second submission requires use of the -59modifier to clarify it
as distinct and not duplicate. If more than one vessel is treated
in a given territory, the more comprehensive treatment is
reported using the base code and the lesser intense therapy is
billed using the add-on code. Each territory in the ipsilateral
extremity subject to intervention requires one base code. If a
bilateral procedure is reported in similar territories, the base
code for each is reported because the new descriptions are
based on ipsilateral therapy and therefore refer to one side of
the body. The add-on code is only used on the same side as the
associatedbase code. For example, “kissing” common iliac stents
wouldrequire reportingthe iliac stentbasecodetwice. Ifdifferent
therapies are performed in same territory of the right and left
lower extremity arterial circulation, the lesser intense base code
necessitates an appended -59 modifier for reimbursement. A
special notation was added to the introductory wording for
instruction on reporting therapy when a single intervention
crosses territories or spans two vessels in an area that has add-on
coding available. It states, “If a lesion extends across themargins of
one vessel vascular territory into another, but can be opened with a
single therapy, this intervention shouldbe reportedwitha single code
despite treatingmore than one vessel and/or vascular territory.” In
contrast, more extensive lesions with plaque burden in both the
common and external iliac arteries do not fall under these guide-
lines since the vascular specialist must plan his/her therapy for
each vessel. Table I outlines the new lower extremity endovascu-
lar arterial intervention coding structure.
Supra-inguinal atherectomy was converted from Cate-
gory I to Category III due to an obvious lack of supporting
peer-reviewed literature validating its use in these vessels.
Additionally, the surgical procedure code was bundled with
the radiology S&I code. However, unlike the Category I
lower extremity coding changes, the catheterization was
left separate for the time being because all other interven-
tions in these regions follow a similar convention. The new
codes are listed as “Transluminal peripheral atherectomy,
open or percutaneous, including radiological supervision and
interpretation” and are numbered for use January 1, 2011,
in Table II.
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